Ethics has to do with good and evil, however defined, for the actions which encourage the production of good and the avoidance of evil are said to be ethical. The evil situation is the problem of end-stage renal disease, from which two thousand people die each year in the United Kingdom; they suffer mainly from chronic glomerulonephritis, hypertension, pyelonephritis, and congenital disorders of the renal tract (such as polycystic disease), with a minority of cases of metabolic disease. The good situation is that most of these patients can now be offered a chance of extending their lives considerably.
The problem arises that to treat these people requires an expenditure which may be out of all proportion to the economic and other benefits which their restoration to the community might bring. Compared with some other chronic diseases the return of well rehabilitated renal patients, and especially those in the younger age groups, is feasible and offers a challenge. The cost of maintaining two thousand patients, each over a period of time equal to normal life expectancy, has been calculated to be of the same order as the expenditure in former years of looking after a far larger number of patients with pulmonary tuberculosis, a group that has shrunk considerably in the last twenty years (de Wardener 1968) .
Even if the financial cost of treating all patients with end-stage renal failure could be justified, there is the argument that skilled doctors and nurses are diverted into this field from areas already short of talent, such as care of the sub-normal or of the geriatric population; this can be countered in part by having the renal patient's family do the nursing in the home. Another argument is that medical skills would be better used in preventing chronic urinary tract infection and in detecting nephritis at an early stage before it progresses to serious disease. Against this can be set the fact that the skills and techniques of dialysis, and the long-term maintenance of patients, may well carry over to other fields, such as stroke and coronary care units. Immunological expertise and information built up from transplantation experience, which would not be possible without a sound basis of dialysis, may well find applications in the fields of arthritis and cancer. The public expect some return on a considerable investment of time and energy in renal research over the years, and would not be happy to see even a minority group losing the opportunity to survive because of lack of skill, staff and money.
The third ethical arguing point is that if resources of space and manpower are short selection must take place. Patients may be excluded on the basis of age, solitariness, presence or absence of suitable housing, intelligence, or of other systemic diseases; these include diabetes, disseminated lupus, rheumatoid arthritis and, even more important, the presence of advanced vascular disease that has already shown itself in myocardial infarction and strokes. It is a very vexed question and our attitude has been mainly to offer dialysis to everyone where possible, holding the queue on peritoneal dialysis and hoping that with more rapid transplantation, which in turn will release for new patients houses already adapted for dialysis, the problem of selection will not loom large.
The fourth difficulty is the choice between early transplantation and dialysis at home. If there is considerable pressure one tends to offer the slightly more hazardous treatmenttransplanta-914 Proc. roy. Soc. Med. Volume 66 September 1973 tionrather than dialysis with its basic training and reassurance of the patient's long-term survival. Kidney machines have been improved and, with fistula construction, much of the anxiety about access sites has been taken away. Where the patient has no home and no one to look after him, transplantation does seem to offer the possibility of a life outside the hospital unit. Where the patient is particularly anxious to work a long day at a demanding job, then transplantation offers the possibility of full rehabilitation -a 'go or bust' attitude. Where dialysis has produced a considerable strain on the family or those who are helping the patient, the offer of transplantation may well save the situation from cracking up (Fox 1970) . Similarly, if access sites are running out and the patient's life seems to depend on the anastomosis of major vessels to an access system, then transplantation may well offer a slightly less hazardous existence. Finally, in the case of women who still wish to bear children, transplantation offers a far better chance of carrying through a normal pregnancy than, at present, does dialysis.
If transplantation is decided upon, the next question is whether it should be from a living donor or a cadaver graft. Very often parents will offer organs for their children and the survival rate for such kidneys, because of the ideal circumstances under which they are taken, and full knowledge of the immunological consequences, has been particularly good (Barnes et al. 1972) . But transplant from a living donor is only justified if it is to the psychiatric benefit of the donor and not merely for the medical benefit of the recipient (Wilson et al. 1968 ). There have been difficulties in the possessiveness that the donor has felt for the recipient, as a result of which there may be some eventual harm to the donor, but to date there has been no major catastrophe from donor operations.
The cadaver graft situation is difficult in that although 10% of hospital deaths might provide kidneys which would meet the needs of all transplant patients, there is still a gap between the supply of kidneys and the need of the present group of potential recipients for a series of wellmatched kidneys (Crosby & Waters 1972) . Acceptance of the 'donor card' system, which gives the opportunity to opt in rather than deliberately opt out, shows that the majority of the public are willing to be kidney donors. There are hesitations among doctors and nurses looking after potential donors; the care of the dying should equate with the care of the organ, but it is difficult for a medical team to be always thinking of the group of patients not under their carethe waiting transplant recipients. Causing added distress to relatives of a dying patient is another delicate area, but as the right type of publicity alerts people to the possibility, relatives have often anticipated the request. It must be admitted that there may be subconscious opposition from colleagues, occasionally in the sense that the failure of their activities may lead to increased success for a transplant team; some surgeons and physicians find this very hard to accept (Crosby & Waters 1972) .
The ethical definition of death as being irreversible brain damage, seen by the neurosurgeon and confirmed by the radiologist and the physiologist, seems to be acceptable, though each criterion must be assessed separately by independent observers and the final decision reached by the physician or surgeon in charge of the patient. The British practice of not removing the organs until the heart has ceased to beat seems to have a certainty which commends it; but even this barrier should be crossed if organs are to be obtained in the best possible condition from patients with irreversible brain damage.
Anesthetists have played an important part in being central link men, who see both sides of the complex scene: on the one hand the multiple operations to which the patient with renal failure is subjected, and on the other the deaths of possible donors whose kidneys would solve the problem.
